IN occupying this Chair for the first time it is my very pleasant duty and privilege to thank you most sincerely for the great honour you have conferred upon me by electing me as your President for the coming year. I can assure you that I esteem it as one of the highest distinctions that has fallen to my lot. I am fully conscious of the difficulty-nay the impossibility-of living up to the standard set by my immediate and distinguished predecessors, but I will do my best, and endeavour to further in every way the interests of the Society and of the Section of Surgery; and I ask for your whole hearted co-operation in efforts to increase, not only the interest in our discussions but the attendance at our meetings.
I am reminded of a stanza attributed to Rockefeller: "A wise old owl lived in an oak,
The more he saw the less he spoke, The less he spoke the more he heard, Why can't we all be like that bird." I do not lay claim to the wisdom of that old owl, but I should have been glad to have emulated his silence, had not your Council decreed that there should be a Presidential address. Theirs, therefore, is the responsibility, and it is for me to claim your indulgence. This much at least I can promise, that during the remainder of the session I will as far as possible follow the good example of that old owl by keeping silent and learning from the wisdom of others.
I often wonder what some of the great surgeons of forty or fifty years ago would think, could they visit a modern surgical clinic to-day. Many of you may remember how Erichsen in the introduction to his text-book of surgery-still one of the best text-books in existence-takes upon himself the dangerous r6le of a prophet. " Operative surgery," he wrote in 1884, " like any other art, can only be carried to a certain definite point of excellence; there cannot be always fresh fields for conquest by the knife. There must be portions of the human frame that will ever remain sacred from its intrusionat least in the surgeon's hand. That we have nearly, if not quite, reached these limits there can be little question. To my mind it appears as if we had already reached something like finality in the mere manipulative part of surgery, and in this direction the progress of modern surgery is nearly barred." Yet at that period the practice of antisepsis was in its infancy; its principles were accepted by few and scoffed at by many. Operations for appendicitis and adenoids which have so materially added to the surgeon's hard-earned gains were unthought of. Gastric surgery was but newly born, the operative treatment of perforated gastric ulcer had been suggested, but it was not until eight years later that the first successful case was reported, and nine years elapsed before Doyen employed gastro-jejunostomy as a substitute for excision in the treatment of gastric ulcer. Yet he would be a bold man who ventured to say that at the present time there are not still further fields for conquest. NEW LAMPS FOR OLD. Huxley cynically remarked that the " customary fate of new truths is to begin as heresies and end as superstitions." Nevertheless we are ever seeking new lamps for old. Some of our new lamps have a dazzling brilliance, but their endurance is transient; others shine as beacon lights on the pathway of progress. Although every inventor or originator is not necessarily an Aladdin, he plays a part of supreme importance in surgery, as in every other field of human activity. Whether his ideas be trivial or important, he stimulates thought. Like Lister, he may change the whole practice of surgery, or he may merely make some small suggestion which ultimatelv may prove part of an epoch-making discovery. His new lamps may be useless for the purpose for which they are designed, but in other directions they may prove of extreme value. Sayre's plaster jacket was intended for the treatment of scoliosis. The method was sound, but its application to this particular disease was erroneous; but by drawing attention to this subject in time it led to the enunciation of the correct principles on which lateral curvature should be treated. As an illustration of the way in which sometimes we cling to new lamps, even though they give but little light, it is interesting to jiotice that although Sayre's treatment was condemned almost at once, it flourished in spite of adverse criticism for nearly twenty years.
The birth of modern intestinal surgery may be attributed to an invention long since discarded-Murphy's button. The introduction of this appliance demonstrated the possibilities of intestinal anastomosis and, by focussing interest on this subject, led to methods which have superseded the use of mechanical appliances; nevertheless, although no longer used, Murphy's button is a landmark in the progress of abdominal surgery.
THE MISUSE OF NEW LAMPS.
Not seldom the new lamps given to us by inventors are spoilt by injudicious modifications or improper use. A case in point is Murphy's method of continuous proctoclysis. The whole secret of its successful use depends on having a rectal tube of large calibre so as to permit of a free flow, not only from the can into the rectum, but from the rectum back into the can, if there be any expulsive efforts in the intestine. I remember telling the late Dr. J. B. Murphy, during one of his early visits to this country, that his method was being adopted extensively. " Yes," was his reply, "it has often been shown to me, but I would not have recognized it had it not been for the label." When Sir Arbuthnot Lane introduced his method of plating simple fractures, some surgeons employed it for the treatment of compound fractures, with unsatisfactory and often disastrous results. They were putting a valuable procedure to a use to which its originator stated it was totally unsuitable. I do not suggest that a new invention cannot be improved, but before attempting to make improvements it is wise to ascertain whether our ideas have already been tried without success. When, more years ago than I care to calculate, I introduced the method of nasal anaesthesia, some antesthetists thought the apparatus could be improved by the addition of an expiratory valve, and it was interesting to watch the various experiments which were made, which had already been tried and found wanting.
NEW LAMPS HAVE DISADVANTAGES AS WELL AS ADVANTAGES.
I think it will be conceded that even the greatest discoveries have disadvantages as well as compensations. Had Nelson, at the battle of Copenhagen, been in wireless communication with the Admiralty at Whitehall, he would not have been able to plead his blind eye as an excuse for disregarding the signal, " Cease action." The two greatest blessings given to surgery during the past century, anaesthesia and the principles of asepsis, are not exceptions to this generalization. Both have tended to. prolong operations unnecessarily, so that to this extent they have been harmful, although the sum of the benefits they have conferred is priceless. In pre-anesthetic days the surgeon tried to complete his work as speedily as possible, because he was inflicting pain. With the introduction of anesthesia the surgeon could be mores deliberate in his methods and so unconsciously prejudiced the interests of his patients. In this respect the war was a bad training-ground for young surgeons. Many long and very severe operations were performed for abdominal injuries, but the natural resistance of the patients was very different to that of the ordinary patient of civil life. The fighting men were in splendid physical condition and could stand almost anything, and so the young surgeon gained a very exaggerated idea of what an ordinary patient can stand. Such operations in military work were inevitable, and many of them brilliantly successful, but if attempted in civil life would almost certainly prove fatal. One of my former house-surgeons resected two separate portions of ileum and sutured six or seven perforations in the stomach and intestine. AMost of the mesocolon of the transverse colon was destroved, but with rare judgment lhe decided to risk gangrene of the colon, add so wisely refrained from adding resection of the colon to what the patient had already undergone. His judgment was justified and the officer made a splendid recovery.
In his fascinating Presidential address two years ago Mr. James Berry emphasized the value to the young surgeon of a thorough training in the making of post-mortem examinations. I would add to this wise advice that, in addition, some experience asan anesthetist should form part of the training of anyone who aspires to practisesurgery. He would learn not only many useful surgical lessons, but he would understand more of the shock produced by operations. The drugs used to produce an aesthesia are highly toxic, and we are apt to forget that, apart altogether from theeffect of the operation, the anesthetic also has a harmful influence on the patient. Every experienced anesthetist knows that even the strongest patient begins to flag perceptibly after an hour, and after an hour and a half this change is still more accentuated. Dr. R. T. Morris, of New York, relates h-ow a house-surgeon who had served under two surgeons of about equal capability, was asked his reason for the difference in their statistics. His reply was: "About ten minutes." There is a wealth of wisdom in this seeming exaggeration. The expert anaesthetist, not being a politician, keeps our patients in such a state of tranquility that we are tempted to be almost too deliberate, and to forget the importance of rapid or rather expeditious operating. For rapidity must not be confused with hurry. Our aim should be the quickness that comes from knowledge of what to do and how to do it, the experience which teaches us to come to quick and right decisions, and the long practice which enables us to complete our task without unnecessary moves and needless manipulations. An expeditious and careful operation preserves the patient's strength and conserves his immunity. As Monod, of Paris, said more than 150 years ago, the adage " tuto, cito, jucundo " applies to surgery as much as to medicine. We should operate " safely, quickly and pleasantly."
There can be no doubt also that the practice of asepsis has tended, sometimes unduly, to prolong operations. I happened to be house-surgeon at mv old school at the dawn of the antiseptic period. My chief was the first surgeon to robe himself in a clean white gown, and we started the practice of boiling not only our instruments but our ligatures. Previously all the surgeons used to operate in old frock-coats, which were kept in a dark and dusty cupboard under the gallery, coats so plastered with the blood and pus of years that they were as stiff as if they had been starched. One afternoon one of the junior surgeons, a recent convert to antiseptic principles, was preparing to operate on a very fat woman suffering from an enormous strangulated umbilical hernia. She was duly anesthetized and although she was profoundly ill from toxaemia, the surgeon, who was of noble presence and athletic build, proceeded to spend a considerable time in pounding the abdomen vigorously with a slab of soap and a liberal supply of water. During this strong-man demonstration, Sir William Savory, one of the bitter opponents of the new antiseptic methods, walked into the theatre. Ceasing for a moment from his ablutionary labours, the surgeon looked round with a smile and said, "at any rate, Sir William, you don't object to this?" " Object to what," replied Sir William, " the massage? " Like the over-conscientious actor who blacked himself all over for the part of Othello, we may be too thorough. Some of you may remember what elaborate methods used to be adopted in the attempt to get rid of sepsis from the abdominal cavity. It was irrigated with many pints of water, some surgeons even left the wound open, and put the patient in a bath with tubes "Medusa-like" projecting from numerous incisions. These measures were euphemistically termed the "toilet of the peritoneum" ! They might have been described more aptly as the massacre of natural resistance. It was many years before surgeons realized that Nature could deal with infection if her proper powers of resistance were conserved and not injured by prolonged operation and unnecessary manipulation. I remember at one of the discussions at the old Medico-Chirurgical Society venturing to remark that my experience as an anesthetist had taught me that irrigation of the peritoneal cavity was not only futile but by causing severe shock seriously prejudiced the recovery of the patient. I was somewhat seriously handled for my presumption by one of the learned seniors present.
Even as late as the year 1907, Jacobson, in his text-book of operative surgery, disagreed in kindlier manner with my opinion regarding the inadvisability of irrigation in operation for perforated gastric ulcer. To-day, we wonder why such heroic measures were countenanced for so long. I refer to them now to suggest that we ponder our present practices. Maybe, even now, we are employing some procedure in technique which our descendants may regard as foolish and futile, as we do some of those which were practised in the past. Let us each ask ourselves whether our technique may not be simplified without loss of efficiency. It is --however, my intention to criticize others. I am too conscious of my own mistakes. For the onlooker it is always easy to criticize, and hard to realize all the difficulties.
"If four play whist, And one looks on, They make blunders, He miiakes none."
THE LURE OF REFINEMENT. By way of illustration may I give two examples of how I myself hav-e strayed from the via media of common sense. For many years it has been my practice to change my gloves just before sewing up the abdominal wound. In a clear. case there is justification for this practice, but in a septic case, when the abdomen is filled with septic fluid and the abdominal wound is already saturated with septic material, surely it is futile, unnecessary and harmful. I dare say no one nere has committed such folly, and I wondered why I continued it for so long. It prolongs the operation for two or three minutes, in cases in which every minute lost diminishes the resistance of the patient. So, too, with regard to the burying of the stump of the appendix in appendicectomy. In clean cases, there is no objection to it, it is neat and possibly may diminish the risk of adhesions. It is however, quite unnecessary from the point of view of safety. In acute cases it delays the completion of the operation by two or three minutes. These little delays soon mount up. We cannot pay too much regard to Murphy's dictum: " Get in quick, and get out quicker." For several years I have been content in acute cases simply to tie a ligature round the appendix at its base and cut it off, and I have not experienced a case of leakage. I think, too, some of us may have over-elaborated our pre-operative treatment, not the duration of it, but the vigour of it. For instance I used to give repeated small doses of calomel, having regard to its value as an intestinal antiseptic. But purgation and loss of fluid are a bad preparation for an operation. For some years I have given up the use of all purgatives both before and after operation, even the classical enema regarded with such veneration by the nursing profession has been abandoned, and I rely entirely on liquid paraffin. The cleanliness of the intestinal tract can be secured by a diet of sterilized milk for several days. Since adopting these less vigorous but eqiually efficacious methods, the gain in the patient's comfort and well-being after operation, and freedom from anxiety to myself have been immeasurable. No doubt we should aim at the ideal, but in our efforts to do so we must beware of the lure of refinement, over-elaboration in unnecessary detail. We must not make a goddess of technique and forget that it is of no less importance to assist Nature by conserving the patient's resistance. In our attempt to secure perfect asepsis we may so prolong the operation that the patient's chances of recovery are prejudiced. Better incomplete technique and a live patient than a perfect technique and a dead patient. I am not sure that a good case could not be made against the use of rubber gloves. At anv rate Sir Harold Stiles without them has achieved results surpassed by none. Lawson Tait, too, showed what could be done with a simple technique and expeditious operating.
His results were so good that the surgeons of his day took refuge in regarding their accuracy with an attitude of unphilosophic doubt. THE LURE OF SHORT CUTS.
1" Berry has defined a good surgeon as "one who always knows when to put in and when to take out a drainage tube." It would indeed be difficult to make a more searching test of a surgeon's judgment. Of late years the use of drainage tubes has not been fashionable. The old dictum of Lawson Tait, "when in doubt, drain," is considered out date and is regarded as a confession of ignorance on the part of an indecisive and stagnant mind. A school has arisen which regards drainage as rarely necessary, and a procedure to be avoided as far as possible. This heresy-for heresy I feel strongly it is-was fostered by the surgery of the war. The excision and primary suture of septic wounds became a recognized procedure at the front, and the results were stated to be superior to other methods. I think most would agree that a casualty clearing station is not a good observation post for taking a long view. Operations were performed, the patients sent to the rear, and in the rush and turmoil of fighting it was not possible for the operator to learn what was the final result of his work., Possibly we have not yet the material available for a final judgment, se T--only state my own experience-an experience which I know is shared by many others. I saw very many patients who had had excision and primary suture of wounds, and I know of no case in which one of two things did not happen; either the wound broke down, or it had to be opened up for purposes of drainage. I confess I have rnot yet been able to ascertain what are the objections to drainage, except that there is a possible risk of hernia at the site of the tube. This, after all, is a small matter. A living patient with a hernia is better than a corpse with a perfect closure. The advocates of non-drainage in septic abdominal conditions are careful to point out that there is no special " sepsis resisting" virtue inherent in the peritoneum; in this respect it behaves just as other tissues. Having emphasized this point then they proceed to give elaborate details for the drainage of the abdominal wound. Surely what is sauce for the abdominal wound goose is sauce for the peritoneal gander! If the abdominal wound requires drainage, it follows, if their premises are correct, that the peritoneal cavity should be drained also. F-S 2 * Some principles in surgery may be regarded as immutable, and surely this is one of them, that sepsis requires drainage. In this I prefer to follow that great master of the surgical craft, Dr. W. J. Mayo, whom I have heard say: "Take no chances, when in doubt drain." Beware of the lure of short cuts. Drainage does no harm and I believe it might be employed to advantage more often. May I add an aphorism of my own. Drainage tubes are sometimes left in too long, but they are more often taken out too soon.
THE LURE OF THE LABORATORY.
To the surgeon of to-day there is perhaps no greater lure than the various methods of investigation of disease which have been placed at his disposal during recent years. The modern student and young practitioner are so ready to look to these outside helps, that there is a real danger of clinical observation becoming a lost art. A few years ago my house-surgeon rang me up one evening to tell me that he had just admitted a young woman who required immediate operation for acute appendicitis. After some preliminary questions I inquired whether she was tender over the appendix area. "I have not examined her abdomen," was the reply, " but I have done a blood count, and she has a leucocytosis of 13,000." No one would wish to belittle the value of scientific methods; to do so would be as absurd as to depreciate the wisdom which comes of experience. It may not, however, be amiss to suggest that none of these methods are infallible. Laboratory methods are an aid but not a substitute for clinical observation. If they confirm the opinion formed after a careful and thorough examination of the patient, they are of great value; if not, they must be received with caution, even with scepticism. Especially, we must be on our guard against making the results of our observation fit in with the laboratory reports. If once imagination be allowed to come into play, our observations may be easily so distorted as to lead us astray. I remember, when a boy, reading the story of the burning of the Tropical Annexe at the Crystal Palace. The horrified spectators watched a monkey which had gained a position on the roof, but whose escape was cut off by the flames, being slowly roasted to death. Some of the spectators even heard the poor beast's agonizing screams. Later, it was discovered that the monkey who had excited such compassion was nothing but a piece of tarpaulin! Do we not sometimes forget that patients have tongues, for inspection, if for no other use ? There are occasions when a glance at this unruly member will afford more information of value than pages of laboratory reports. To the ultra-modern surgeon it is too simple; like Naaman of old he prefers something more dramatic, although if he only realized it, less effective. THE LURE OF THE BIG IDEA.
Not one of the least dazzling lamps given to medicine in recent years is the hypothesis that intestinal stasis is responsible for many of the ills to which our flesh is heir. It is alluring in its simplicity and fascinating from the vista of hope which it opens up. It has been given to few to originate two such startling proposals as the operative treatment of simple fractures and the surgical treatment of intestinal stasis; and Arbuthnot Lane has not escaped the criticism and bitter opposition which falls to the lot of all pioneers. Few subjects have excited greater controversy than the statement that intestinal stasis produces toxwmia. It has been assumed that such teaching is unscientific, because we do not know the nature of the toxins produced or even of their existence. This argument need not perturb the seeker after truth. The malaise and debility which accompany tuberculosis were recognized long before the discovery of the bacillus which produces the toxins which are the cause of the constitutional symptoms. This much at least we do know, that patients who are the victims of a disorder which impairs their mental and bodily vigour, which causes such constant discomfort and pain as to reduce them to a state of misery, and which renders them incapable either of work or enjoyment of the pleasures of life, may be relieved by treatment directed to the removal of existing intestinal stasis. This is a truth established by the work of surgeons all the world over. When, however, we consider to what extent surgery should interfere, there is room for wide divergence of view. We must examine the suggested remedy not only from the point of view of immediate mortality but of remote risks. The risk of subsequent acute obstruction from the numerous adhesions inevitable after such an extensive operation as colectomy is so great that it seems too hazardous a procedure, especially as the same effect may be gained by simpler operative measures. This does not detract from the merit of Lane's work. Whether all his teaching be true or not, time alone can show, but without doubt his lamp has cast light in hitherto dark places, and has led to a new conception of abdominal diseases. We know now that many of the symptoms formerly attributed to gastric disease are due to conditions elsewhere in the abdomen. Indeed, I doubt whether there is such a thing as primary disease of the stomach. There are good grounds for regarding gastric ulcer, duodenal ulcer, and possibly even gastric carcinoma, as secondary to some infection from the intestinal tract. Magna est veritas et prevalebit. If Lane's teaching be false, it will die, if it be true it will remain a beacon light in the surgery of the twentieth century.
THE LURE OF SPECIALISM.
During recent years the lure of specialism has cast its spell over the profession, In the medical schools there are so many special departments that the student can hardly hope to attend them all. In a recent examination the candidates were asked to describe the appearance of a Hunterian chancre. It was evident from the answers that few of them had ever seen one. There is a danger that in the future specialists will not have that solid foundation of general knowledge upon which the superstructure of specialism should be built. In our own Society many deplore that surgery should be split up into so many sections. Surely it would be to the good of all if discussions on orthopedic and proctological surgery were part of the work of general surgery, and there are some who look forward to seeing these offshoots regrafted to the parent stem. I hope that during the coming session there may be at least closer union and interchange of ideas between us and the kindred Section of Orthopedic Surgery and our own Sub-section of Proctology. It is, I think, of happy augury that the President of the Society (Sir StClair Thomson) has honoured us with his presence this evening.
THE LURE OF CUTTING OUT.
At the risk of being considered old-fashioned, I should like to refer briefly to the lure of cutting out. A battle has been raging between the "ectomists" and the "ostomists," and for the present numerical victory, at any rate, is with the "ectomists." Cholecystectomy is more fashionable than cholecystostomy, gastrectomy than gastro-jejunostomy, colectomy than colostomy, nephrectomy than nephrotomy. I would ask you to pause and ask yourselves whether there is a solid justification for this fashion? Consider for a moment one of these thorny questions, gastro-jejunostomy versus partial gastrectomy. Originally the reason given why gastrectomy should be preferred to the simpler gastro-jejunostomy was the assertion that in 70 per cent. of the cases of cancer of the stomach the cancer is grafted on a simple ulcer of long standing, and, further, that in all ulcers larger than 2'5 cm. in diameter cancer cells can be observed in the edge of the ulcer. I need not discuss the reasons given for these statements, as I am concerned here only with the teaching based on these allegations. For many years I have been asking this plain question: If it be true that gastric ulcer is so frequently the precursor of gastric cancer, why is it that a large number of patients do not die from cancer after gastro-jejunostomy for supposed simple ulcer ? Unfortunately the late Admiral Sir Percy Scott's intelligent midshipman has not come to the rescue, for I have as yet received no answer. This is not surprising, as the only two possible answers impale the opposition on the horns of a dilemma. Patients rarely die from cancer after gastro-jejunostomy for supposed simple ulcer because, either the ulcers are rarely malignant or because gastrojejunostomy cures cancer. Those who teach that gastric cancer is usually grafted on simple ulcer can take what comfort they can from either answer. But of late years we have not heard so much of this hypothesis, and the preference for partial gastrectomy is now based on the alleged failure of gastro-jejunostomy to cure the ulcer. I am not prepared to admit that an operation is a failure which gives relief in nearly 90 per cent. of the cases. Further, failure is by no means always due to nonhealing of the ulcer or recurrence of ulceration. Probably the number of cases in which these conditions obtain is under 5 per cent. Surely, then, it would be wiser to perform gastro-jejunostomy in the first instance and to reserve partial gastrectomy for those cases in which failure is due to persistence of, or recurrence of ulceration. " Safety first'* is a good slogan in surgery, and although in the hands of a few experts the mortality from gastrectomy may not be much higher than that from gastro-jejunostomy, nevertheless there is no doubt that partial gastrectomy is a much more severe operation than gastro-jejunostomy, and in the hands of the average surgeon has a much higher mortality.
It is significant that in spite of the multiplication of specialties, the general physician and general surgeon in their outlook and attitude of mind are converging rather than diverging. The physician of to-day must be a surgeon except as regards the craftsmanship of our common art, and if I, as a surgeon, may say so, there are physicians whose surgical judgment cannot be excelled. Equally, the modern surgeon, if he is to do his work with satisfaction to himself and with advantage to his patients, must have a wide knowledge of general medicine. He is no longer a carpenter, to operate at the behest of another. He is rightly expected to make his own diagnosis, and to form his own judgment. Indeed, a surgeon may he defined as a physician who has learned to use his hands.
CONCLUSION.
Art has been defined by Ruskin as "the operation of the hand and the intelligence of man together." Surgery is an art, and although in addition it is slowly and surely being built up into a science, it seems to me that the science must ever be subservient to the art. The words of Buckle, written some sixty years ago, are still true:
"The greatest physiologists and chemists which the medical profession possesses are not necessarily the best curers of disease. If medicine were a science they would always be the best, but medicine being still essentially an art, depends mainly upon qualities which each practitioner has to acquire for himself, and which no scientific theory can teach." With all the aids that modern science can give, there still remains the personal factor, call it judgment, clinical acumen, intuition or what you will. We must ever be on our guard that our judgment is not warped by the lure of the new. New lamps may add to our light but they cannot altogether replace the old.
Each new lamp offered to us must be tried and tested by the touchstone of experience. We must not let its dazzling brilliance blind us to its limitations or to its imperfections. Even when its worth has been proved by time, it must be used with discretion in its proper place and with that-Good sense which only is the gift of heaven And tho' no science, fairly worth the seven."
In spite of the progress which has been made since Erichsen penned the words I have quoted at the commencement of this address, can we doubt that the Science and Art of Surgery is incomplete and incompletable ? We are aiming at a goal which we may never reach. Although to few comes the God-given privilege of giving new and imperishable lamps for old, most of us may place some small offering on the altar of progress, for as " Nature exists in leasts," so the humblest of us may discover a new truth, a new phenomenon, or make some seemingly trivial observation which in the future may play an important rBle in the promotion of human welfare. All of us at least may see to it that we use the lamps we have both wisely and well. The true wisdom of surgeons is experience. As Napoleon so aptly said: " The world is very old; so we must profit by its experience. It teaches that old practices are often worth more than new theories."
